sub-specialization-paradoxically, at the same time as a universal call for increased emphasis on generalism. 13, 14 With a societal need for generalists and a predicted significant shortage of GIM graduates, 3 the inability to attract trainees to the discipline raised concerns that GIM was a dying and unsustainable discipline. 1, 3, 8, 11, 15, 16 This concern about the viability of GIM and the struggle to define the discipline educationally and in scope of practice was reported simultaneously in multiple jurisdictions. [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] General internal medicine has evolved in terms of its operationalization across the world (primary care vs. consultant, ambulatory vs. inpatient), but the values inherent in GIM remain the same. 34 In Canada, as we have defined and implemented GIM within the educational structure of the national accrediting body (RCPSC), we have been able to standardize educational outcomes with an enhanced ability to describe and advocate for the role of the generalist specialist within the health care system.
GIM PRIOR TO RECOGNITION BY THE RCPSC
The Canadian path to licensure is described in Figure 1 . Prior to 2010, those who effectively became general internists completed an undefined final year of internal medicine training to achieve licensure. The program administration and direction resided with those of the first 3 years of internal medicine, and were not required to be a general internist. The fourth year of internal medicine training was unstructured, with vague objectives and rotation requirements. The vast majority of internal medicine residents used this final year of training as the first year of further accredited subspecialty training, leading to many concerns that the GIM workforce was unsustainable. 3 Despite the lack of RCPSC recognition and the pull for residents into perceived more lucrative, procedural-based, high-status subspecialty areas, the discipline of GIM matured educationally because of the perceived need and strong advocacy by GIM educators. Prior to and independent of recognition by the RCPSC, the majority of Canadian medical schools voluntarily created GIM programs with independent administrative structures and objectives unique to the practice of GIM. More than 75 % of those who ultimately practiced GIM at this time sought and completed additional training in order to meet the needs of the society in which they would practice. 35 A number of universities formally supported the additional fifth year of training for GIM trainees to gain sufficient generalist expertise, despite the lack of RCPSC recognition. Even with these voluntary changes, however, the growth of GIM educationally was hampered by the lack of RCPSC recognition, which precluded national accreditation standards to leverage standardization, change and resources for GIM training dedicated to outcomes based on the needs of patients and society.
THE JOURNEY TO RECOGNITION
Thanks to the dedication of many practicing general internists across Canada, there have been several submissions to the RCPSC over the last 25 years advocating for recognition of GIM as a distinct discipline via the RCPSC submission process (http://www.royalcollege.ca/portal/ page/portal/rc/credentials/discipline_recognition/committee_on_specialties). With RCPSC recognition of a discipline, significant resources are placed into standards via a specialty committee, which allows educators and practicing physicians within the discipline to create objectives, specialty training requirements, and accreditation standards. One of the hurdles was determining where a generalist specialty best fit within the educational structure. The RCPSC defines a specialty as Ban area of medicine with a broad-based body of knowledge that is relevant in both community and tertiary settings and is a foundation for additional competencies.^A subspecialty is defined Bas an area of medicine with a more focused or advanced scope that builds upon the broad-based body of knowledge defined in a parent specialty.^3 6 A specialty field is entered directly from medical school, whereas a subspecialty is entered after specialty training, in this case after 3 years of initial specialty training in internal medicine.
SPECIALTY OR SUBSPECIALTY?
GIM needed to articulate whether it was an area of more focused versus foundational skills with respect to the above-referenced educational definitions by the RCPSC. A review of the scope of practice of GIM in other jurisdictions (Table 2 ) revealed many similarities with Canadian GIM as specifically articulated in educational outcomes, but the specialty/subspecialty terminology was not used consistently. Discriminating between a specialty and subspecialty was difficult, for two reasons: (1) the perceived infinite variety of possible scopes of practice, and (2) the variation in functional operational models of GIM within Canada. Considerable emphasis was thus placed on defining the central core of the discipline-the elements of practice common to all general internists at their entry into practice. The current objectives of training and specialty training requirements (Box 1) 37 were developed through a rigorous process of input and feedback, with a particular focus on input from those who were currently practicing as a full-scope GIM. 38, 39 The objectives were developed over many iterations, requiring a focus on the precise language and terms that would capture the essence while still enabling the whole of GIM to be understood by multiple stakeholders, including the RCPSC, the public, licensing bodies and provincial governments. The objectives demonstrate commonality of scope of practice for all general internists, but recognition that GIM is operationalized differently in different communities and regions in Canada (Table 1) . GIM is now a 2-year subspecialty following 3 years of Bcoreî nternal medicine training which is common to all subspecialties.
Box One -Definition of GIM 37 from Canadian RCPSC Objectives of Training
IMPLEMENTATION OF GIM AS A SUBSPECIALTY: CHALLENGES AND REWARDS
Challenges in achieving acceptance of GIM as a distinct subspecialty were encountered. The RCPSC has a policy of not Bgrand-parenting^certification until application for and subsequent successful completion of the same examination as all trainees must complete. This included those in practice that championed GIM as a distinct entity and who would not be able to present themselves as BGIMâ ccording to the RCPSC definition. While disappointing to the many practicing GIM physicians that championed and lobbied for recognition, the rationale for this is to assure the public that titles are being accorded appropriately. Therefore, a PER-sub (Practice Eligibility Route for subspecialists) process was developed for assessing the scope of practice to allow practicing general internists access to the examination. 40 Developing an examination that adequately tests and represents this diverse discipline has been a difficult task, but one that was achievable. Articulating to funders and policymakers the importance and unique characteristics of the discipline Educated in breadth of disorders but depth in common presentations Ensuring generalist core of education while at the same time adapting to future context Adapts to health care system needs Influences the health care system-innovation in health care delivery Cost-effective use of health care resources General internists are prepared to diagnose and manage patients with common and emergency internal medicine conditions, and are able to do so when the individual has multiple conditions and with limited access to other subspecialists. General internists provide comprehensive care of the adult patient in an integrated fashion as opposed to an organ-centred or disease-centred approach. They are prepared to maintain stability of patients with multisystem disorders over the long-term or during physiological stresses such as during pregnancy or the peri-operative period.
General Internists advocate for their individual patients as well as for all patients within complex health care delivery systems, by aiming to optimize and not maximize care, including prevention of other conditions. General Internists recognize that the practice of medicine is tightly linked to the art and science of health care delivery and, by virtue of their pivotal role, are uniquely placed to engage in quality improvement, patient safety, and health care system initiatives.
There was concern that GIM becoming a subspecialty would cause residents to lose interest in GIM due to increased length of training, further weakening the GIM workforce. Concern was raised by other medicine subspecialists of the potential for losing dual certification in internal medicine and their specific subspecialty. 2, 12 For these reasons, one of the negotiated points during the journey was to retain the ability for residents to continue to pursue a fourth year of training allowing RCPSC certification as an internist but not as a general internist. Concerns then arose that continuing to allow a four-year certification option in internal medicine would discourage applications in the GIM subspecialty because of the need for extra training. However, since the opportunity to apply to the new GIM subspecialty training programs has become available, there has been unprecedented demand, with a doubling of first-choice applications to GIM. 42 GIM is now the most popular choice among all internal medicine subspecialty applicants. 42 Demand currently far exceeds supply.
IMPLEMENTATION OF GIM AS A SUBSPECIALTY:
GENERALIST-SUBSPECIALIST BALANCE?
As the discipline matures, one of the major ongoing discussion points is striking the right balance between generalist skills common to all graduates and ensuring that individual graduates have the skills they need to adapt to their individual practice contexts. 43, 44 Training to manage complex, multisystem, acute or chronic illnesses that interact with one another either in the ambulatory or acute care setting or at times of exacerbation or physiological stressors such as surgery or pregnancy is articulated clearly for all residents in 13 mandatory blocks of training (Table 1) . To allow Canadian general internists to practice within multiple contexts, this broad generalist foundation is supplemented with flexibility in 11 blocks of training such that each individual trainee can tailor their training to their future context (Fig. 2) . Graduates are being trained to be particularly effective at continuously adapting to the changing health care needs of patients and of their communities. 45, 46 A graduate with a particular procedural skill may practice as a consultant to family physicians in a remote part of Canada, where that skill is needed for that community. Alternatively, a graduate with a research interest in health systems may practice primarily in a large urban hospital. Ironically, this asset to society has been one of the challenges of educational implementation, as the balance between the flexibility required for addressing specific community needs and the standardization for individual residents is still being defined. As competency-based medical education is being embraced in Canada, 47 this balance is a key discussion point for GIM.
LESSONS LEARNED DURING IMPLEMENTATION OF THE DISCIPLINE
The biggest challenge for the Canadian GIM community was coming together around a nationally accepted and articulated definition of a general internist and of the scope of practice of GIM. This related to both whether the discipline was a specialty (foundational) or subspecialty (focused and advanced), and the balance between generalist skills and individual skills targeted to a particular community. As Ghali noted in his paper on the internationalization of GIM, BBorrowing metaphorically from the field of biostatistics, it seems that the existing 'within-country variance' in GIM profiles is not all that different from the 'between-country variance.'^3 4 Within Canada, GIM has a wide scope of practice-hospital-based, consultant-based and academic, among many others. Differences in scope of practice often (although not always) fall along rural versus urban lines, leading to tensions between these locations. To gain this common understanding, input was sought from those practicing GIM in many locations, and was synthesized through the Canadian Society of Internal Medicine meetings and surveys; 38, 39, 45, 46 this occurred in parallel with ongoing quality GIM training, despite the lack of recognition. The graduates of the initial unaccredited programs themselves recognized that they were providing a valuable and unique service to the populations they served, and so became increasingly united in their bid for recognition. As we operationalized the discipline, stakeholder engagement was made difficult by the lack of a common identifying national Bhome.^Many practicing general internists did not identify with the national generalist specialty society, but often identified with a focused clinical area or regional society. There was a need to deliberately reach out to practicing general internists via regional representatives, division heads and program directors, in addition to contact with the national specialty society. It was important to explicitly acknowledge GIM's vast potential scope of practice, with prior conversations around differences being counterproductive. The existence of unaccredited programs and the educational leaders who advocated for and implemented them were instrumental in identifying the commonalities and coming to a unifying vision.
CONCLUSIONS
GIM in Canada has been expanding rapidly since it was defined as a distinct discipline by the RCPSC. Concentrating on educational outcomes based on societal needs versus geographical differences in roles has been a key driver in revitalizing the discipline in Canada. Despite different nomenclature and operational models among countries, there are many more similarities and common challenges for GIM (Table 2) . Therefore, as Ghali suggested, 34 the time is right for the development of a strong international GIM community. 34 We suggest that sharing successes and challenges in GIM education worldwide will further promote revitalization of GIM through an international community striving for optimal education in teamwork, chronic disease, patient-centered care and innovation in the health care system. 34 Expanding to include an international network of GIM academics [48] [49] [50] and researchers will optimize the ability of GIM to further expand. We believe that initiatives such as this call for international papers by JGIM will assist GIM in developing an international perspective in clinical practice and research. 51 We would add an international perspective in education to that mix.
